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Abstract. 
Umbilical metastasis is universally referred to as Sister Mary Joseph’s nodule (SMJN). 
This disease is associated with advanced stage internal malignancy and generally has a poor 
prognosis. The most frequent primary sites are stomach and ovary. SMJN caused by colon 
cancer, however, is uncommon. We herein represent a case of Sister Mary Joseph’s nodule as 
the first sign of ascending colon cancer. The patient underwent curative surgery for primary 
colon cancer and umbilical metastatic lesion. Due to an early and accurate diagnosis, we were 
able to increase the probability of successful, curative surgery. This case highlights that differ-
ential diagnosis of an umbilical lesion should always include metastatic lesion. 
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中文摘要 
  肚臍的轉移性腫瘤被廣泛稱做 Sister Mary Joseph’s nodule (SMJN)，它與腹腔、骨盆
腔內的癌症有著很大的相關性，並代表著原發癌症的遠處轉移與較差的預後。胃癌、卵
巢癌分別為男性與女性 SMJN 最常見的癌症原發器官，結腸癌併發的肚臍轉移則鮮少被
報告。我們提出的病例報告是以肚臍的轉移性腫瘤，做為升結腸癌的最早表現 ; 良好的
鑑別診斷，可增加病人接受根除性手術治療的可能。 
 
關鍵字: 肚臍的轉移性腫瘤、升結腸癌、Sister Mary Joseph’s nodule (SMJN) 
 
INTRODUCTION 
Umbilical metastatic lesion from intra-abdominal 
malignancy is called Sister Mary Joseph’s nodule 
(SMJN). The disease’s namesake, Sister Mary Joseph 
(1856 – 1939) was the nursing superintendent and 
surgical assistant of Dr. William Mayo at St Mary’s 
Hospital in Rochester, Minnesota. Indeed, it was Sis-
ter Mary Joseph who first noticed the connection be-
tween the umbilical nodule and intra-abdominal ma-
lignancies. In 1949, Sir Hamilton Bailey first used the 
term ‘Sister Mary Joseph’s Nodule’ to describe this 
particular type of metastasis in his book ‘Demonstra-
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tion of Physical Signs in Clinical Surgery’ [1,2]. 
The most frequent primary malignancy of SMJN 
is abdomino-pelvic cancer. In men, gastric cancer is 
the most primary site of SMJN. Otherwise, ovarian 
cancer has beed found to be he foremost primary site 
in women. SMJN caused by colon cancer is uncom-
mon. Here, we represent a male patient with Sister 
Mary Joseph’s nodule in men as the first sign of colon 
cancer in men.  
 
CASE REPORT 
A 61-year-old man presented with a growing um-
bilical mass during the six months prior to admission 
(Figure 1). He had symptoms of constipation alternat-
ing with loose stool passage during the last three 
months and a body weight loss of two kilograms dur-
ing the last two months. At the time of presentation to 
our facility, the patient was receiving medication for 
benign prostate hyperplasia. He was first referred for a 
dermatological consult and examination, whereafter a 
dermatologist performed an incisional biopsy. The 
results showed many atypical glandular structures 
with mucin-producing cells present, though scattered 
in the reticular dermis. The patient’s glandular epithe-
lium showed strongly positive for CK20 but negative 
for CD7 (Figure 2) which suggest a metastasis origi-
nating in the lower gastrointestinal area. Ultimately, 
the patient was referred to a colorectal surgeon for 
further examination, and thereafter was referred to the 
colorectal surgery department for further survey. 
A subsequent physical examination of the patient 
revealed a firm and fungating umbilical mass, meas-
uring 4 cm in diameter, with slightly reddish skin, 
mucus discharge and a bad odor. The tumor was fixed  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Finding of umbilical nodules. A 4x4 cm hard, 
fungating, growing tumor was observed in 
the umbilicus for six months 
 
 
to the abdominal wall with no palpable regional lym-
phadenopathy. Further evaluation of the patient re-
vealed anemia (Hb: 11.2g/dL, Hct: 35.1%). During the 
patient’s colonoscopy, a full circumferential tumor 
with hyperemic mucosa and ulceration was discovered 
in the ascending colon. A biopsy revealed adenocar-
cinoma and panendoscopy showed some small ero-
sions at the antrum. The patient underwent CT exam-
ination, where segmental wall thickening of the distal 
ascending colon with regional mesentery lymph node 
enlargement was observed. The CT scans results also 
demonstrated a 3 cm heterogeneous tumor invading 
the full thickness of the abdomen wall at the umbilical 
region (Figure 3). Further testing showed that the pa-
tient’s level of serum carcinoembyronic antigen (CEA) 
was elevated (5.05 ng/mL) and the levels of prostate  
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Figure 2. Incisional biopsy of umbilical lesion. Hematoxylin and eosin stain (A) 40X (B) 200X. Many atypical 
glandular structures with mucin-producing cells presented in the reticular dermis. The glandular epithe-
lium is strongly positive for CK20 (C) but negative for CD7 (D) 
 
 
specific antigen (PSA) and CA-199 were within nor-
mal range. 
With a preliminary diagnosis of ascending colon 
cancer with umbilical metastasis, the patient under-
went right hemicolectomy and excision of umbilical 
metastatic cancer. During the operation, there was no 
evidence of intra-abdominal metastasis or miliary dis-
semination. The umbilical tumor was completely ex-
cised with a safe margin of 1 cm (Figure 4) and the 
abdomen wall defect was directly closed. The patient 
was discharged on the 8th day after operation. The 
subsequent pathology report showed moderate differ-
entiated adenocarcinoma with umbilical metastatic 
cancer extending from the upper dermis to the subcu-
tis and deep fascia. Therefore, a diagnosis of pT3N2- 
aM1a ascending colon cancer with umbilical metasta-
sis was made. One month after the operation, the pa-
tient’s CEA dropped to 1.65 (ng/dL) and a whole 
body PET scan showed no suspected metastatic lesion 
after operation. Currently, the patient is receiving 
FOLFOX regimen chemotherapy for advanced disease 
now. 
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Figure 3. Computer tomography image. (A) Segmental wall thickening of distal ascending colon with regional 
mesentery lymph node enlargement was observed. (B) A fungating tumor measured 3 cm in largest 
diameter invaded full thickness of abdominal wall at umbilical region 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4. The umbilical tumor with 1 cm safe margin 
was completely excised 
 
 
DISCUSSION 
Umbilical lesions are rare and can be either benign 
or malignancy. Additionally, the malignancy can be 
primary or metastatic lesions. Benign umbilical nod-
ules are called ‘pseudo-Sister Mary Joseph´s nodules 
[2]. SMJN is a form of metastasis to the umbilical 
region where the majority of cases are shown to be 
metastatic adenocarcinoma [3]. The most common 
primary malignancies are the gastrointestinal tract 
(52%) and gynecological (28%). In men, gastric can-
cer is the most frequently diagnosed primary site of 
SMJN whereas ovarian cancer is the comparable pri-
mary site in women. In approximately 15-29% of cas-
es, the actual primary site is unknown [4]. There are 
few case reports that describe whether SMJN associ-
ated with other primary malignancy. In one report, 
Fukuda et al. reported an 80-year-old man presenting 
SMJN associated with prostate cancer though the pa-
tient died two weeks after diagnosis [5]. In another 
study, Palaniappan et al, reported about SMJN arising 
from four different malignancies: gallbladder, malig-
nant gastrointestinal stromal tumor, ovarian carcinoma 
and rectal cancer [6]. Andreas et al. described three 
case reports of SMJN associated with sigmoid colon, 
urinary bladder and gallbladder [7]. However, a diag-
nosis of ascending colon cancer with single, synchro-
nous umbilical metastasis is quite rare. 
The actual mechanism of metastasis from intra- 
abdominal malignancy to umbilicus remains unclear. 
It could be associated with peritoneal seeding, or pos-
sibly lymphatic or hematogenous dissemination. The 
most common form of metastasis results from conti-
guity of peritoneal seeding. As to this case, there is no 
evidence of peritoneal seeding according to the pa-
tient’s surgical finding and imaging study prior to his 
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operation. 
Patients with SMJN may present clinical symp-
toms consistent with intra-abdominal cancer, includ-
ing but not limited to abdomen distension, nausea 
and/or vomiting, and body weight loss, etc. In this 
case, the patient’s diagnosed umbilical lesion repre-
sents the first sign of ascending colon cancer. The oc-
currence of SMJN is uncommon, and is rarely docu-
mented to be the first sign of malignancy [8]. Howev-
er, Steck et al observed that in 45% of their patients, 
umbilical nodule was the only clinical sign of cancer 
[9]. 
SMJM is regarded as an indicator suggesting poor 
prognosis with survival in untreated patients ranging 
from 2 to 11 months from the time of initial diagnosis 
[10]. However, early and accurate diagnosis of SMJN 
followed by appropriated treatment can lead to a better 
outcome. In many cases, inciscional biopsy and fine 
needle aspiration cytology are easily accomplished 
due to the accessible location. Furthermore, histologic 
and immuno-histochemical analysis may differentiate 
and define the cellular origin in 72% of unknown pri-
mary cases [11]. This can provide improved assistance 
and guidance for clinicians searching for potential 
abdomino-pelvic malignancy. 
SMJN represents an advanced stage of intra-  
abdominal malignancy and long-term survival is un-
common. The decision to implement aggressive, cura-
tive surgical treatment or palliative management de-
pends on the origin of SMJN, the patient’s general 
condition and whether the disease is in combination 
with another unresectable metastasis. In our case, the 
patient underwent curative surgery through laparoto-
my due to the possibility of colon obstruction in the 
near future and also because there was no evidence of 
other metastasis according to pre-surgical image study. 
Hori et al. reported on the use of palliative single inci-
sion laparoscopic surgery (SILS) for treating trans-
verse colon cancer with umbilicus and inguinal lymph 
node metastasis [12]. It has been observed that SILS 
has several advantages, including reduced pain, fewer 
wound complications and superior cosmetic outcome, 
etc. Additionally, SILS is associated with a higher 
failure rate due to the limited directions available for 
approach and the general surgical field. In Hori et al.’s 
report, the umbilical metastatic nodule is 5 x 4.5 cm. 
Subsequent to excision of metastatic lesion with safe 
margin, such wound compared to conventional SILS 
hemicolectomy would provide a superior approach 
direction. Therefore, it was suggested that SILS 
should still be considered for purposes of palliative 
surgery, notwithstanding the fact that SILS has certain 
inherent problems. Compared to the 13 cm laparoto-
my wound that was created in our case to access a 4 
cm umbilical nodule, the goal of further minimizing 
procedural invasiveness would seem to be our next 
objective. 
 
CONCLUSIONS 
Sister Mary Joseph’s nodule is a very rare phe-
nomenon and usually represents an advanced stage of 
intra-abdominal malignancy. The differential diagno-
sis of umbilical lesion should always include meta-
static lesion. With an elevated level of awareness and 
careful evaluation by clinicians, this could lead to 
early diagnosis of SMJN, as well as appropriate 
treatment or an even better outcome. 
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